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THE COLOR OF PAIN: BLACKS AND
THE U.S. HEALTH CARE SYSTEM-
CAN THE AFFORDABLE CARE ACT
HELP TO HEAL A HISTORY OF
INJUSTICE? PART I
Of all the forms of inequality, injustice in health care
is the most shocking and inhumane.
-The Rev. Martin Luther King, Jr.'
Preface
In 1940, when Moses A. Robinson was only 13 years old, he wanted to go
to a movie in his hometown of Franklin, Louisiana. Because of the segrega-
tion and overt racism of the time, his mother preferred that he not go alone,
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but she relented. The movie ended at dusk. He thought he saw a friend from
school. She had a scarf on her head and was turned away from him. He ap-
proached her, touched her arm and said, "What's the matter? Don't you want
me to walk you home?" She turned toward him, and he realized that he had
made a mistake. It was a white girl. He apologized, explained that he thought
she was someone lse, and went home.
Soon after Moses arrived home, there was a loud knock on the family home's
door. His mother opened the door and there stood two white sheriffs. They
had come to arrest Moses for the crime of touching and talking to the white
girl at the movie theater. The sheriffs took him to jail, and after a "trial," the
13-year-old was sent away to prison.
Moses had always talked about being a physician. However, he was born into
a poor, uneducated black family and lived in a small town with no educational
opportunities, so no one took him seriously.
In prison, perhaps due to his age and small stature, he was sent to work in
the prison hospital. This experience served to strengthen his determination to
be a doctor.
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When he was released from prison, Moses completed his high school edu-
cation at a different school than the one he attended when he was arrested in
his hometown. Even though his arrest and conviction were unjust, they were a
blemish on his character and resulted in his being shunned at his former school.
After graduation Moses's family sent him to California to live with rela-
tives. There, he worked various menial jobs and attended college. In 1951, he
received a bachelor's degree in education from California State College at Los
Angeles.' Still with an abiding desire to attend medical school, he settled on
employment with the United States Postal Service until an opportunity arose.
4
He completed graduate courses while he worked5 and then entered military
service.6 Upon his discharge, he was even more determined to attend medical
school,7 and at times worked two full-time jobs while taking pre-med courses
at California State College.8 His hard work paid off.
Moses was accepted at the California College of Medicine (which became
University of California Irvine School of Medicine).9 There were no other
blacks there. Although he was accepted to the medical school, there were no
available seats in his incoming class.
On campus one day, Moses met a stranger, who had also been accepted
but for whom there was a class opening. The stranger told Moses that he
was not going to medical school, and Moses could have his spot. Moses was
overwhelmed with gratitude, but then he became anxious about all he would
have to do to accept the offer. He had no place to live near campus, nor did
he have money for books. But Moses' good luck continued to hold, as the
stranger who gave up his medical school seat also offered him his apartment,
and a professor supplied him with books.
Moses graduated from the California College of Medicine in 1962, becom-
ing a medical doctor eleven years after he received his undergraduate degree.
He was the first black person to graduate from the school, and he graduated at
the top of his class. He completed his internship and residency at Los Angeles
County General Hospital. He never saw the stranger again.
Dr. Robinson began his private practice in 1964. He was a member of the
National Medical Association, a non-segregated association founded in 1895 to
represent African American physicians and health professionals in the United
States. He was also a member of the American Medical Association, which
was founded in 1847 but for many years restricted the membership to whites
only.10 Notably, Dr. Robinson was among the founding members of the West
Adams Community Hospital, which opened in 1971."
Dr. Robinson practiced as a pediatrician in California for decades. It always
bothered him, however, that he could never practice in Louisiana due to his
criminal record. He asked his sister to petition for a pardon. Twice it was
refused. The blot on Dr. Robinson's otherwise sterling record troubled him
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tremendously over the years. Dr. Robinson pleaded with his sister to try once
more. This time, he also asked that she inform the judge of all of his accom-
plishments. Years had passed. Dr. Robinson's pardon plea was finally granted.
But within six months of the pardon, Dr. Robinson died, on April 30, 2007.12
I. Introduction
Discrimination in its various forms has contributed to the exclusion of
blacks and other people of color from the field of medicine both as health
care providers and as patients in the United States. Dr. Robinson's story is
but one example. Racism has significantly harmed the health care of black
people in the U.S. Generally speaking, those with the poorest health and the
greatest need have had the poorest access to medical care, as well as lower
quality health care than their white counterparts.
To understand this, we must consider the historical context of blacks in
America and in America's health care system. Whether as enslaved persons
or free, blacks have had little to no access to medical care in the United
States. The call for universal healthcare sounded over a century ago, but as
political forces united against it, including powerful medical societies, the
push to provide health care access to America's citizens failed. Blacks ral-
lied to open their own hospitals and medical schools, often with the help of
white individuals and churches, to obtain the education and opportunities to
provide health care to blacks and others with limited access. Civil rights ad-
vocates utilized the enforcement provisions of the civil rights laws to open
the doors to America's selective health care system. While ambitious, those
activists could not often bring about the results sought. With the inclusion of
more women and minorities in the health care system, the political ma-
chinery of America's most powerful medical society finally swung around
to supporting universal health care. Health reform was passed in Congress
under the first black president of the United States of America, Barack Hus-
sein Obama II-without a single Republican vote.
In 2010, President Obama signed into law the Patient Protection and Af-
fordable Care Act, along with the Health Care and Education Affordability
Reconciliation Act. These two pieces of groundbreaking legislation com-
prise America's new health care system. Because of the sordid history of
anti-black racism and the lack of adequate health care in the United States,
this legislation has particular significance for blacks.
America's new health care system has received a largely positive recep-
tion from blacks and others. The benefits of the new health reform cannot be
overstated, especially for people who have been so heavily excluded from
the health care system. Even though the ACA creates unprecedented health-
care access for many citizens, and strives to correct many historical wrongs,
it is not a perfect plan. Rather, it is an evolving plan that seeks to encourage
suggestions and solutions toward a healthier America for all citizens.
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II. Health disparities and history
Historically, blacks have largely been excluded from America's health
care system, first as patients, then as professionals. To some extent, enslaved
persons received a modicum of health care in the United States. Plantation
owners tended to the health of their enslaved persons as they did their live-
stock. 13 Indeed, "[t]he health of the Negro slave was as good as that of his white
neighbors, and in some areas the Negro mortality rate was even lower.' 4 Yet,
slave owners met their responsibility for the health of their enslaved persons
with varying enthusiasm and enslaved blacks had no ability to seek their own
medical help.'5 Nevertheless, the conditions under which enslaved persons
had to work caused them to need constant medical care, and the institution
of slavery produced a significant health gap between blacks and whites that
continued after emancipation.6
As property, slaves were also often used without permission as guinea pigs
in medical experiments. Mr. Fortune, a slave who died in 1798, was buried in
2013.'7 He was owned by a bone surgeon, Dr. Preserved Porter, who preserved
Mr. Fortune's skeleton by boiling the bones to study anatomy at a time when
cadavers were taken overwhelmingly from slaves, servants and prisoners.8
Dr. Aubrd Maynard, director of surgery at Harlem Hospital and a preeminent
authority on surgery to treat chest and abdominal wounds, and who is credited
with saving the life of the Rev. Dr. Martin Luther King Jr. after he was stabbed
in 1958, commented strongly on the unauthorized use of blacks in teaching
and research:9
As the helpless slave, as the impoverished freedman following emancipation,
as the indigent ghetto resident of today, the share-cropper or dirt fanner of
the South, the Negro has always been appropriated as choice "clinical mate-
rial" by the medical profession. In the mind of the unregenerate racist, who,
unfortunately has always been represented in the profession, the Negro was
always next in line beyond the experimental animal. Without option in the
peculiar situation, he has contributed to the training of generations of surgeons,
his fate subject to the quality of their skill, and the integrity of their character.
He has sometimes benefitted from their efforts, but he has also ccupied the
role of victim and expendable guinea pig.
Dr. Maynard died in 1999 at the age of 97. 20 Dr. W Montague Cobb, a
Howard University professor and editor of the Journal of the NationalMedical
Association was amazed at the irony of white southern medical schools in the
1930s teaching their students the fundamentals of human anatomy on African
American cadavers, because it acknowledged that physical equality of blacks
and whites was applicable only to corpses.
2'
One of the earliest known black physicians was Dr. James Derham (or Dur-
ham).22 He was born in 1762 in Philadelphia to parents who were slaves.23 Dr.
Derham was owned by Dr. James Kearsey, Jr., a specialist in throat diseases.
24
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Dr. Derham trained under Dr. Kearsey in a medical internship comparable
to the training of other physicians of the time.25 After Dr. Kearsey died, Dr.
Derham was owned by a few other physicians before he bought his freedom
in 1783.26 Dr. Derham practiced in New Orleans and served the bi-racial and
black populations, as well as some prominent whites.27 Dr. Derham was well
respected for his medical skills, even by the great colonial American physician
Dr. Benjamin Rush, who met Dr. Derham in 1788. Dr. Rush said of Dr. Derham,
I have conversed with him upon most of the acute and epidemic diseases of
the country where he lives and was pleased to find him perfectly acquainted
with the modem simple mode of practice in those diseases. I expected to have
suggested some new medicines to him, but he suggested many more to me.
28
In 1802, Dr. Derham moved back to Philadelphia from New Orleans because
of the restrictions placed on persons practicing without medical degrees and
continued to operate a successful medical practice.
29
Other states also enacted restrictions on slaves practicing medicine because
of the talent and skill of the slave medical practitioners. In Macon v State, the
Tennessee court found that Macon allowed his slave, Jack, to go around the
country practicing medicine.0 Jack was indicted under Act of 1831, ch. 103,
sect.3.3' Evidence showed that
the defendant [Jack] was an obedient, exemplary slave, and a most success-
ful practitioner of medicine; that he had performed many cures of a most
extraordinary character, and that his character was o well established for skill
in... healing the sick, that all his time was occupied in attending the calls of
... diseased persons.
3 2
The court instructed the jury that slaves did not have a right to practice
medicine. Jack was found guilty and fined one dollar.33 He appealed,3 4 and the
Tennessee Supreme Court affirmed, holding:
the legislature was guarding against... insurrectionary movements on the part
of the slaves .... A slave under pretence of practicing medicine, might convey
intelligence from one plantation to another, of a contemplated insurrection-
ary movement; and thus enable the slaves to act in concert to a considerable
extent, and perpetrate the most shocking masacres [sic] ... it was thought most
safe to prohibit slaves from practicing medicine altogether.35
Blacks continued to practice medicine in various ways even after the
Macon ruling. For example, over 180,000 blacks (some born free and some
escaped slaves) served in the Civil War and thirteen blacks acted as surgeons.
3 6
Opportunities to serve remained limited until 1863 when dwindling Union
resources caused the government to recruit black soldiers.37 In May 1863, Dr.
William P. Powell, Jr. became one of the first black physicians to contract with
the Union army as a surgeon.38 He was assigned to the Contraband Hospital,
which tended to fugitive slaves and black soldiers in Washington, D.C.39 Dr.
Powell served until November 1864, but when he sought a pension from the
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government upon his retirement from medical practice, he spent the next 24
years trying to obtain it and never did.40 He was denied because he failed to
show adequate proof of disability and because he was only a contract surgeon
and not a commissioned military officer.4 It was quickly forgotten afterward,
but records in the National Archives reveal the significance of blacks in the
Civil War.42
The Thirteenth Amendment freed all enslaved persons in 1865.41 However,
these freedmen wandered about hungry, homeless, and jobless, hoping for the
miracle of "forty acres and a mule,"44 promised by President Lincoln before his
assassination. The miracle never came. They were left without the shelter and
the modicum of basic health care that slavery once provided for them.4 Thus,
these post-Civil War years were dire for blacks.46 Statistics from Charleston,
South Carolina reveal a helpful snapshot (national death statistics were un-
known).47 There, blacks died at double the rate of whites, and black children
died at three times the rate.
48
After emancipation, health conditions for former enslaved persons continued
to decline, in large part because they were no longer cared for by white own-
ers, and were denied access to health care facilities.4 9 Not only were hospitals
closed to blacks, but opportunities for blacks to become physicians remained
closed.5 0 Had whites and blacks received the same medical care, the morbidity
and mortality rates of blacks would have significantly decreased.5' "[P]overty,
lack of Negro doctors and of doctors for Negroes and the exclusion of Negroes
from first-class 'white' hospitals" were believed to be responsible for the sharp
difference in mortality and morbidity rates between whites and blacks.
52
The trend of declining health for blacks continues to this day.53 Race is a
major factor that contributes to the adverse health status of blacks.5 4 Poverty
is also a chief cause.5 5 However, poor whites, unlike blacks of any class, have
traditionally had access to medical care. Yet, the medical and health establish-
ments continue to ignore the effect of race on health outcomes.5 6 One medical
professional stated, "The poor health ofAfrican-Americans is not a biological
act of nature nor an accident, but can be directly attributed to the institutions
of slavery and racism-circumstances under which African-Americans have
continuously suffered from for nearly four centuries.
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In 1952, Federal Security Administrator Oscar R. Ewing made stark conclu-
sions concerning the problem of the health of the Negro:
We all know this problem stems from the inequality of life for the American
Negro. It stems from the fact that he is too often compelled to accept the most
unpleasant, the most hazardous, the least rewarding jobs. It stems from the
fact that his income is lower than that of the rest of the population. It stems
from the fact that he is too often forced to live in the crowded, unsanitary,
depressing slums of America-the slums of parts of Harlem or the slums of
the rural South.... It stems from the fact that he may too often find himself
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unable to get satisfactory hospital care-or, in some cases any hospital care
at all. It stems from the fact that we do not have enough doctors to go around
and that where this is the case for the Negro patient too often is the one who
gets no doctor's care at all. It stems from the fact that the Negro patient is too
often unable to pay for the high costs of adequate medical and hospital care.58
While the roots of unequal and inequitable health care forAfrican Americans
date back to the days of slavery, the modem mechanisms of discrimination
in health care has shifted from legally sanctioned segregation to inferior or
non-existent medical facilities due to market forces, which place a premium
on those able to afford health care.59
African Americans, largely poor, remained excluded from basic medical
access despite winning the battle for hospital integration in the mid-1960s.
Hospital limitations on care for the poor, and the refusal of many hospitals and
physicians to accept Medicaid, demonstrated the link between economic and
racial barriers to access .... Black communities were ravaged by epidemics of
hypertension, diabetes, and infant mortality, national civil rights organizations
helped local activists set up neighborhood health clinics and demonstration
projects. Like union clinics earlier in the century, the local health care projects
of the 1960s and 1970s worked not only to address immediate needs but also
to spread the idea of universal access.
6
From 1965 to 1975, there was a modest period of improvement in health care
for blacks.6' This was a result of increased access to health care and an infusion
of federal funding for health services, which emanated from the enactment
of the Civil Rights Act of 1964 and Voting Rights Act of 1965, Medicare and
Medicaid laws, and federal hospital desegregation rulings, as well as efforts
by the community health center movement.62 However, "deterioration of these
limited health care systems for the poor resumed in the new 'competitive' and
privatized health system environment.
63
After 1975, the political and financial commitments to black health care di-
minished. Blacks' health care, as compared to whites, deteriorated significantly
after 1980. In the mid-1980s, blacks were losing longevity for the first time in
the twentieth century.64 Health disparities have decreased since the 1980s, but
significant disparities due to race, ethnicity, and economics remain.
65
A significant factor in the health disparities across racial, ethnic, and eco-
nomic lines is a direct result of America's lengthy and atrocious history of
segregation, especially against blacks. Health care, in fact, has been an espe-
cially segregated area of American life. While dejure segregation-segrega-
tion sanctioned or enforced by law-ended in the 1960s as a result of the civil
rights movement, de facto segregation-without he sanction of law66 -has
never ended in the United States, including in health care.
Both types of segregation have been detrimental to the health of blacks, and
have crippled the professional development of black physicians, nurses, and
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other medical professionals.6 Studies continue to reveal racial disparities in
the treatment of patients who have comparable health insurance and the same
diseases.6 Yet, medical professionals and the public deny that racial disparities
in medical treatment exist.69 Even voluntary medical societies, which should
have understood the significance of universal access to healthcare and which
could have included blacks in their organizations, adamantly maintained their
segregated policies with few exceptions.
Ill. Organized medicine
A. American Medical Association
The American Medical Association (AMA) was founded in 1847 and played
a key role in the development of medicine in the United States. Indeed, "[a]t
the founding meeting the delegates adopted the first code of medical ethics,
and established the first nationwide standards for preliminary medical educa-
tion and the degree of MD.'' 70 The AMA's "position of undeniable authority
and influence..." is undisputed.7 At one time, it was deemed to be "the most
powerful legislative lobby in Washington." 72 The strength of the AMA was
in its influence over the medical profession, which attached to it the prestige
and public confidence of doctors generally, and its strong financial position.4
Membership in the AMA carried numerous benefits.73 For decades, the AMA
denied membership to blacks.
In 1888, the AMA approved all members of state medical societies as "de
facto permanent members" of the AMA, thereby technically allowing its
first African American members.57However, there was still no access to the
AMA annual meetings or other opportunities to participate in the policy and
development of medicine at any significant level. Thus, the opportunities for
people of color, and at that time particularly for blacks, to contribute toward
the development of medicine were rare and often simply non-existent.76
The very same year that the AMA was founded, an American medical
school-Rush Medical School of Chicago, Illinois-awarded America's first
medical degree to a black American, David Jones Peck. Three years later,
Harvard admitted three blacks to its medical school. However, Oliver Wendell
Holmes, Sr., a 1836 graduate of Harvard's Medical School and its then-dean,
expelled the three black students under pressure from some of the white stu-
dents.78 In 1854, John Van Surly DeGrasse was admitted to the Massachusetts
Medical Society and became the first black doctor to gain admission to a United
States medical society.9 Although the AMA had not yet opened its doors to
black doctors, various state medical societies began allowing blacks to join
their organizations. 0
The AMA's influence in the movement for universal health insurance can-
not be overstated. When President Theodore Roosevelt sought to regain the
presidency in 1912, his personal physician was Dr. Alexander Lambert, an
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AMA leader. Dr. Lambert was influential enough to get national health insur-
ance on the Progressive Party platform, but the endeavor to establish national
health insurance ended with the defeat of Roosevelt for a second full term.
81
The AMA supported national health insurance from 1915 to 1920.82
The AMA opposed universal health insurance for years. In 1934, the AMA
formally adopted a position against mandatory health insurance when President
Franklin D. Roosevelt announced his intention to begin a federal social security
program. In 1935, President Franklin D. Roosevelt signed the Social Security
Act ("SSA") into law. The SSA achieved a great deal for poor and working
Americans-unemployment insurance, old-age assistance, aid to dependent
children and grants to the states to provide various forms of medical care-but
it was not the "comprehensive package of protection" against the "hazards and
vicissitudes of life" that many of its supporters had hoped.83 Notably, the S SA
did not include national medical benefits.
The AMA boasted that, despite passage of the SSA, "It does not include
compulsory health insurance due to AMA influence."84 The AMA denounced
group medicine, in favor of conserving individual entrepreneurial practice, and
voluntary insurance as "socialized medicine.185 Ultimately, President Roosevelt
succumbed to the AMA's powerful lobbying.86 As the white establishment
continued its opposition to universal health care and access to any health care
to blacks, the question became whose obligation was it to provide health care
to blacks, who had been excluded from every aspect of the American health
care system? 87
B. Black medical professionals, hospitals, and medical associations
With the end of slavery, the federal government stepped in to help. The fed-
eral government created the Freedmen's Bureau in 1865 to assist freed slaves
during Reconstruction.88 The Bureau's medical department organized nearly a
hundred hospitals and dispensaries throughout the South. By the early 1900s,
seven black medical schools existed. In 1910, education reformer Abraham
Flexner, who thought little of blacks, recommended in his highly influential
Flexner Report that only two of the seven remain open.8 9 Howard University
Medical School, founded in 1868 as the first medical school open to all races
and genders,90 and Meharry Medical College, founded in 1876 as the medical
department of Central Tennessee College, and open for the education of black
physicians, were the two that survived. 9' Both are leading institutions today
serving minority and lower income populations, as well as training numerous
African American physicians.
Notwithstanding the emergence of Howard University Medical School, three
black physicians were denied membership to the Medical Society of the District
of Columbia in 1869-70.92 Thus, black and white doctors formed the National
Medical Society of the District of Columbia in 1870.93 That same year, however,
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the members were excluded from the AMA's annual meeting, and in 1872, the
AMA reaffirmed its refusal to admit Howard University, Freedman's Hospital,
and the National Medical Society of the District of Columbia as members.
94
During the post-Reconstruction period, America's southern states soon
replaced slavery with "Jim Crow" legislation, which segregated blacks and
whites in virtually every aspect of life-trains, wharves, restaurants, barber
shops, theaters, drinking fountains, and schools.95 Thus life for blacks was made
no easier with the end of slavery. They now had to struggle to survive with
little opportunity for housing, shelter and other basic necessities. The threat
of physical violence was almost as pervasive as in the slave era. The first two
years of the twentieth century were marked by 214 lynchings of blacks in the
South.96 Survival for blacks was challenging, and with the constant violence,
a basic difficulty "was always the lack of black professionals in the health
professions."1
97
During the 1890s and as a result of continued exclusion and rejection by
the white medical establishment, African American doctors ignited a black
hospital movement, led by black doctors such as Daniel Hale Williams, Nathan
Francis Mossell, and Robert F. Boyd.98 Black hospitals allowed blacks to take
advantage of the latest in medicine and surgery advances.99 In 1893, Dr. Daniel
Hale Williams, an 1883 graduate of Chicago Medical School and America's
first African American cardiologist, performed America's first successful open
heart surgery.00 Keenly aware of the limited opportunities for blacks in the
medical profession and that many black physicians lacked hospital privileges,
Dr. Williams founded Provident Hospital in Chicago, Illinois in 1891. It was
created to serve all races and ethnicities and had financial support from both
the black and white communities.'0'
Dr. Williams helped to establish the National Medical Association ("NMA")
in 1895, the only national organization that allowed black doctors to become
members.0 2 Since its founding, the NMA has fought to eliminate discrimina-
tion and segregation against health care professionals and in health care facili-
ties. 03 In particular, the NMA advocated against segregated hospitals during
World War II. The NMA opposed the "separate but equal" exception in the
Hill-Burton Act of 1946, which provided federal dollars for the construction of
hospitals.During the civil rights crusade, the NMA demanded that black doc-
tors be allowed privileges in all hospitals.0 4 Some white doctors, too, joined
black doctors in the struggle for a better and healthier America by becoming
members of the NMA to end racial discrimination in medicine.0 5 The NMA
grew to become an effective voice for black physicians, but their organizing
was unable to secure staff privileges for the black physicians.
0 6
Dr. Williams was the first to call for the establishment of black hospitals.
In his 1900 speech to the Phyllis Wheatley Club of Nashville, Tennessee,
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prompted by the continual racial discrimination against black physicians, other
medical professionals, and patients, Dr. Williams called on blacks to build their
own hospitals. In 1923, the NMA founded the National Hospital Association,
("NHA"), launching the black hospital movement.0 7 The NHA was organized
"to ensure proper standards of education and efficiency in black hospitals."'0 8
The NHA was also organized "to encourage better facilities for the training of
those men and women who were eager to serve in the amelioration of [inad-
equate hospitalization] and the proper care of Negro patients."'0 9
Segregation forced a two-hospital system-one for white America and
the other for black America. Ultimately, integration and assimilation led to
the decline of the two-hospital system and thus, the demise of the black hos-
pital." 0 Some of these black hospitals were opened by members of the white
community."' The black hospital movement which had begun nearly 25 years
earlier ended in 1945.112 Notwithstanding the magnanimous efforts of the black
physicians, black nurses were the first to break the color barrier. In the 1940s,
white hospitals had shortages in nursing staff, and began hiring black nurses
to fill in the gaps." '
The mid-1950s saw the emergence of the civil rights movement, which had
two major agenda items forAfrican Americans: desegregation and voting rights.
Sit-ins, boycotts, marches, and freedom rides breathed life into the movement.
The fight against segregation was deeply intertwined with the national health
care debate,"4 and black physicians, as well as other health professionals,
were central to the civil rights movement."5 Yet, it was clear that desegrega-
tion would not guarantee racial equality in health care. In 1964, physicians in
the civil rights movement formed the Medical Committee on Human Rights,
an organization of black and white physicians and healthcare workers, to pro-
vide medical aid to civil rights workers in the South; these activist physicians
soon had to to fight "inadequacies in health care" in the North as well." 6 At
the time, the AMA and the NMA were still on opposite sides of the universal
health care debate.
C. Organized medicine and universal health care
In 1938, the NMA members were recognized by the AMA to address is-
sues of racial discrimination in health care."7 Contrary to the AMA's failure to
support compulsory national health insurance,"8 the NMA endorsed national
health insurance advanced by Senator Robert Wagner in 1939."9 Senator James
Murray and Congressman John Dingell joined Senator Wagner to introduce
the seminal proposal for federal compulsory health insurance financed through
social security payroll taxes in 1943, then again in 1945, 1947 and 1949.120
President Truman, in 1946, pushed for national health insurance through social
security legislation.12 ' Unlike the NMA,which supported the bill, the AMA
spent over $1 million dollars after President Truman's presidential victory in
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1948 to defeat the Wagner-Murray-Dingell bill. 22 The viability of the health
insurance bill disappeared when the majority of its supporters lost heir con-
gressional seats due to the AMA's anti-health reform campaign.23 Although
the AMA maintained an exclusively white organization, it "deemed it politic to
court colored non-member doctors for support in its opposition to compulsory
health insurance.""1
24
Health care for the aged and impoverished was sparse before Congress
passed the Social Security Act Amendments of 1965, simultaneously creating
Medicare for the elderly and Medicaid for the poor.25 There were small federal
and state government programs, helped by local governments, charities, and
community hospitals, but this healthcare patchwork was not meeting the needs
of seniors and low income citizens.26 The AMA continued its stand against
health reform. However, it faced formidable opponents: retirees. Nearlyl 5,000
senior citizens marched at the 1964 Democratic Convention in Atlantic City. '27
Senior citizens as a group grabbed the heart of Americans, which made it dif-
ficult for the AMA to continue its attack on health care reform.
1 28
In 1968, the Massachusetts Medical Society, which in 1854 was the first
U.S. medical society to admit an African American member, proposed that
the AMA amend its Constitution and Bylaws to give its Judicial Council the
authority to expel constituent societies for racially discriminatory membership
policies. 29 The AMA House of Delegates adopted the proposal'30 -finally ac-
cepting that the organization had enforcement authority over its affiliated state
and county medical associations. In the same year, the Association of Medical
Colleges recommended that medical schools increase their enrollment of stu-
dents who were inadequately represented in the classrooms-that is, African
Americans, in particular, and other minorities.'3 ' In the mid-1990s, the AMA
officially recognized the systemic race-based isparities in health care,'32 and
it publicly and formally apologized in the late-2000s for its decades of overt
discrimination.'33 Yet, the effects of limiting African Americans' participa-
tion in the development of medicine in the United States as physicians, other
medical professionals, and patients are evident even today. "For much of the
20th century, racial discrimination deprived African Americans of basic health
care and forced them to concentrate on building their own institutions, like
fraternal societies, life insurance companies, and community public health
movements.'1
34
While healthcare professionals of color fought national associations for
membership, other civil rights movement organizers, including the NMA, were
fighting on other fronts for health care access. Often, organizers were also at
odds with the "elite-led" campaigns lobbying for health reform because they
ignored the black workforce and excluded blacks from studies about health
reform and its costs.3 5 In 1991, the AMA proposed Health Access America,
which was a reform to the U.S. health care system that included expansion
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of health insurance coverage.3 6 Ironically, the AMA opposed President Bill
Clinton's health reform plan a few years later.
37
In its most recent years, the AMA began advocating for increased health
care access and broadening its efforts to promote awareness of health care
disparities. In 2002, the AMA's Minority Affairs Consortium, an AMA minor-
ity special interest group, launched a program to promote the need for more
minority physicians and to encourage people of color to select medicine as
a career.38 This minority special interest group finally obtained a voting role
in the AMA in 2004-several years after the specialty group came into exis-
tence. 13 In 2005, the AMA, along with the NMA and the National Hispanic
Medical Association ("NHMA"), created the Commission to End Health Care
Disparities to educate health care professionals and physicians about inequality
in health care. 40 In 2007, the AMA produced its own literature to establish its
position as an advocate for health insurance for all Americans.'
4 '
American physicians have evolved from largely supporting Republicans to
leaning Democratic, due to "increasing percentage of female physicians and
the decreasing percentage of physicians in solo and small practices."4 2 Surely
the increasing number of minority physicians, many of whom are Democrats,
played a large role as well. In 2009, the AMA supported the health reform bills
advanced by both the Democratic House and the Senate. "4 Finally in 2010 the
historic Patient Protection and Affordable Care Act was passed, along with
the Health Care and Education Affordability Reconciliation Act, an addendum
which finalized the Patient Protection and Affordable Care Act and included
student loan reform as well. President Obama skillfully assessed and conquered
the hurdles President Clinton failed to overcome in his effort for universal
healthcare, and successfully negotiated with the AMA and other stakeholders
in healthcare. 44 Nearly a century after Theodore Roosevelt broached the idea
of "universal health care," it finally came into being.145
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